STATE OF CALIFORMIA—HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814

June 10, 1988

ALL-COUNTY LETTER NO. 88-59

TO: ALL COUNTY WELFARE DIRECTORS
ALL COUNTY COUNSELS
ALL PUBLIC AND PRIVATE ADOPTION AGENCIES
ALL DSS ADOPTIONS DISTRICT OFFICES

SUBJECT: ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)

The Federal Department of Health and Human Services (DHHS), Center for
Disease Control (CDC), has issued guidelines to assist with the development
of a uniform and systematic approach to problems associated with providing
for the care, supervision, health or education of children known to be
infected with Human Immune Deficiency Virus (HIV) which is the cause of
Acquired Immune Deficiency Syndrome (AIDS). These guidelines are found in
the publication entitled, "Acquired Immune Deficiency Syndrome (AIDS),
Recommendations and Guidelines, November 1982 - November 1986." This
publication was issued by the Public Health Services, DHHS, CDC, Atlanta,
Georgia 30333.

Tn addition to their guidelines regarding pgeneral precautionary procedures,
the CDC recommends that foster care placement agencies consider, before
placement in foster homes, adding HIV screening to routine medical
evaluations of children at increased risk of being infected with HIV. The
State Department of Social Services (SDSS) concurs with the CDC”s
recommendation as long as the child”s physician determines that HIV screening
is medically appropriate, given the child”s circumstances. This
recommendation is consistent with SDSS regulations for Child Welfare Services
(CWS) and Community Care Licenmsing (CCL) which require that foster parents,
group home operators or licensees be provided with information including but
not limited to the medical history and a history of infectious or contaglous
diseases of the child to be placed.

Section 199.27 of the Health and Safety Code (HSC) which was enacted by
Assembly Bill (AB) 1951, Chapter 1427, Statutes of 1987 and which became
effective January 1, 1988 permits the court to give consent for AIDS testing
for a minor, regardless of age, who is a dependent of the court. Agencies
should be aware that Civil Code Section 34.7 permits a minor over the age of
12 to consent to medical care related to the diagnosis or treatment of a
gsexually transmitted disease and thus allows these minors to consent to HIV
screening. Some high risk minors over the age of 12 may choose to consent to




the HIV screening, or may have already been screened. If this occurs,
agencies should include this informationm in the court petition and request
the court to provide the order necessary to allow the disclosure of the
results of the screening. If a high risk minor over the age of 12 has not
been screened or will not consent to the screening, the agency should request
the necessary orders for the screening and disclosure in the court petition.
It is important to note that this consent may be obtained only when necessary
to render appropriate care or to practice preventative measures. Placement
agencies may secure court consent for testing by including a request for same
as part of the petition for dependency under Section 362 or 369 of the
Welfare and Institutions Code (W&IC)}, or at any subsequent time as long as
the ecourt has jurisdictien.

Adoption agencies should advise birth parents who are considering
relinquishing a child from a high risk category to the agency for adoptive
placement, to discusg HIV screening with the child”s physician and to obtain
the screening 1f the child”s physician indicates that screening is
appropriate. The parent can then provide the agency with the results of the
screening before a relinguishment is signed. The parent may also allow the
adoption agency to directly obtain the HIV screening results by authorizing
the physician, in writing, to disclose the results directly to the adoption
agency. The HIV screening results become a part of the medical background
information of the child which is regquired by current regulations to complete
the assessment of the child.

Adoption agencies should also recommend to both the adoptive petitioners and
the birth parents that the child”s physician be consulted regarding HIV
screening, when a child from a high risk category is placed directly with the
adoptive petitioners by the birth parent in an "independent” adoption. The
child”s physician can discuss the suitability of HIV screening with the
adoptive petitioner and the birth parents and also discuss the results if the
screening is performed and the necessary written authorization is obtained.

A dependent child of the court who is in a high risk category and has been
referred by the court for adoption plamnning and placement may have HIV
screening performed in a manner comsistent with other court dependent
children.

Agencies should review the known background information of a child who is to
be placed out of home in foster care or for adoption to determine whether or
not the child is at increased risk for infection by HIV. If it appears that
the child is at increased risk for infection by HIV, the chlid”s physician
should be given the background information so that the physician is able to
decide whether or not to refer the child for HIV screening by counsidering the
child”s high risk background and the child”s other medical information.

The CDC identifies the population at increased risk of infection by HIV as
homosexual/bisexual men, intravenous drug abusers, persons transfused with
contaminated blood or blood products (the California Office of AIDS indicates
this pertains to blood transfusions received between 1977 and 1983), and
persons who have any sexual contacts with persons with HIV infection., With




respect to children, the CDC states that the pediatric AIDS cases reported to
their agency include children who acquired AIDS from thelr mother before,
during or shortly after birth when the mother was infected by HIV, or through
contaminated blood or blood products.

For those children who test positive for the HIV virus, the prospective
foster or adoptive parent must be advised of the test results and of the
confidentiality of this information. Should the parent decide to accept the
child, the social worker must provide the name of the child”s physician and
information outlining the necessary precautions that must be followed to
prevent further transmission of HIV and to safeguard the child from
opportunistic infections.

Review of the attached CDC report will assist agencies with the development
of guidelines which should apply to children who are at Increased risk of
becoming infected with HIV and are at increased risk of developing AIDS.

While the guidelines provide sound advice on the necessary precautions to be
utilized when caring for or supervising an infected child, at this time, we
request that agencies ensure that any person overseeing the care and
supervigion of children who fall within the high risk group criteria for
screening also rely upon instructions provided by the child”s physician.

For County Welfare Departments (CWDs), any questions about AB 1951 in
relation to court procedures or process should be directed to your local
County Counsel. If you have any CWS Program questions, please contact your
Adult and Family Services Operations consultant at (916) 445-0623 or ATSS
485-0623. Adoption Agencies, please direct your questions to your Adoption
Policy consultant at (916) 322-4228 or ATSS 492-4228.

Deputy Director
Adult and Family Services

Attachment

cct  County Welfare Directors Association




Vil. MATERNAL AND CHILD HEALTH
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Education and Foster Care of Children Infected
with Human T-Lymphotropic Virus Type ill/
Lymphadenopathy-Associated Virus

The information and recommendations contained in this document were geveloped and
compiled by CDC in consultation with individuals appointed by their organizalions 1o represent
the Conference of State and Territorial Epidemiclogists, the Association of State and Territo-
rial Health GHicers, the National Association of County Health Officers, the Division of Mater-
nal and Child Health (Health Resources and Services Administration}, the National Association
tor £lementary School Principals. the National Association of State School Nurse Consultants,
the National Congress of Parents and Teachers, and the Children’s Aid Society. The consult-
ants also included the mother of a child with acquired imry&unodeféciency syndrome {AIDS), 3
legal advisor 10 a state education depariment. and several pediatricians who are experts in the
fHield of pediatric AIDS. This document is made available to assist state and local health and
education departments in developing guidelines {or their particular situations and locations.

These recommendations apply to all children known 1o be infected with human T-lympho-
tropic virus type lilymphadenopathy-associated virus (HTLV-IVLAVY This inciudes children
with AIDS as deflined for reporting purposes (Tabie 1); children who are diagnosed by their
physicians as having an iliness due to infection with HTLV-IVLAVY but who do not meet the
case definition; and children who are asymptomeatic but have virologic of serologic evidence
of infection with HTLV-I/LAV, These recomnmendations do not apply ‘o siblings of infected
chiidren unless they are also infected.

BACKGROQUND

The Scope of the Problem. As of August 20, 1985, 183 of the 12,598 reporied cases of
AIDS in the United States were among children unger 18 years of age. This number is expect-
ed 10 double in the next year, Children with AIDS have been reported from 23 states, the Dis-
trict of Columbia, and Puerte Rico, with 75% residing in New York, California, Florida, znd
New Jersey,

The 183 AIDS patients reported to CDC represent only the mosi severe form of HTLV-
M/LAY infection, ie.. those children who develop opportunistic infections or malignancies
iTable 11, As in adults with HTLV-IJLAV infection, many infected children may have milder ilt-
NEss Or may De asymplomaltic.

Legal Issues. Among the legal issues 1o be considered in forming guidetines for the educa-
tion and foster care of HTLWV-I/LAV-infected chitdren are the civil rights aspects of pubhc
school atlendance, the protections for handicapped children under 20 USC. 1401 et seq.
and 29 U.S.C. 784, the confidentiality of a student’s school record under siate laws and
under 20 U5 C 1232y and employee right to-know Slatules for public employees in some
stales.

TABLE 1. Provisional case definiticn for acquired immunodeficiency syndrome {AIDS)
surveillance of children

For the hmited purpcses of epidemiclogic surveitlance, CDC delines 3 case of pedwtng ac-
quired itnrnunogehciency syndrome {AIDS) as a child who has had:

¥. A rehably tiagnosed disease a1 least moderately ngicative of underlying cellular immuno-

geficiency. and

2. Np known cause of undertying celiviar immunodehciency or any ather reduced resistance

reponted 10 be zssacialed with that disease :

The diseases accepied o5 sufliciently indicative of underlying cellular immunodelitiency are
the same as those used in defining AIDS in adults I the absence of these opportunisiic tiseases,
o mistologically conlirmed diagnosis of chrome lymphoid snterststial pneumoniis wili be consid-
ered sndicative of AIDS untess testis) lor HTLV-ILAV are negative. Congemtal inlections, eg.
toxoplasmoss or herpes simplex virus infection in the first month after birth or cytomegalovirus
infection in the first B rmanths alter birth most pe exluded

Specific condiions 1hat must be excluded in a child are

1. Pumary immunodehciency diseases— severe combmed immunodel:iency, iGeorge syn-

drame, Wiskolt-Algnch syndrome, alama-telangiectasa, gratl versus host tisease, neu-
tropema, neutraphit tuncion abnormality, agamrmagiobukinemsa, of hypogarmmaglobuline-
mia westh rprsed g

7 Secondary wnmunode hoenoy associaled wilh imimunosuppIessIive therapy, lymonorencu-

tar makignancy, or starvahon,
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Confidentiality issues, The diagnosis of AIDS or associated inesses evokes much fear
from others in contact with the patient and may evoke suspicion of life styles that may not be
acceptabie to some persons. Parents of HTLV-IVLAV-infected children should be aware of
the potential for social isolation should the child’s condition become known to others in the
care or educational setting. School, Hay-care, and social service personnel and others invoived
in educating and caring for these children should be sensitive 1o the need for conhidentiality
and the right to privacy in these cases. ’

ASSESSMENT OF RISKS

Risk Factors for Adquiring HTLV-I/LAV infection and Transmission. In aduHs and ado-
lescents, HLTV-II- LAY is transmitted primarily through sexual contact (homosexual or heterg-
sexual) and through parenteral exposure 1o infected blood or biood products. HTYLV.HI'L AV
has been isolated from biood. semen, saliva, and tears but transmission has not been docu-
mented from saliva and tears, Adults at increased risk for acquiring HTLV-H LAV include
homosexual-bisexual men, intravenous drug abusers, persons transfused with contaminated
bicod or blood products, and sexual contacts of persons with HTLV.IH LAV infectian or in
groups at increased risk forinfection. .

The majority of infected children acquire the virus from their infecied mothers in the
pennatat penod (7-41. I uterp or ntrapartum tr_ansmission are likely, and one chid reported
from Austratia apparently acquired the virus postnatally. possibly from ingestion of breast
milk {5} Children may also become infected through transfusian of blood or blood products
that contain the virus. Seventy percent of the pediatric cases reported 1o CDC occurred
among children whose parent had AlDS or was a member of group at increased risk of ac-
quiring HTLV- /LAY infection; 20% of the cases occurred among children who had received
Blood or blood products; and for 10%, invesligations are incomplele,

Risk of Transmission in the School, Day-Care or Foster-Care Setting. None of the
identified cases of HTLV-II/LAV infection in the United States are known to have been trans-
mifted in the schoof, day-care, or foster-care setting or through other casual person-
to-person contact. Other than the sexual partners of HTLV-W/LAV-infected patients and in-
fants born to infected maothers, none of the family members of the over 12,000 AIDS patients
reported to CDC have been reported 1o have AIDS. Six studies of family members of patients
with HTLV-II/LAV infection have lailed to demonstrate HTLV.HI/LAV transmission to aduits
who were not sexual contacts of the infected patients or 10 older children who were nal likely
alrisk from perinatal transmission (8-77 ),

Based on current evidence, casual person-to-person contact as would occur among
schoolchidren appears 10 pose no risk. However, studies of the risk of transmission through
contact between younger children and neurologically handicapped children who lack control
of their body secretions are very limited. Based on experience with other communicable dis-
€ase5. o theorelical potential lor transmission would be greatest among these chddren, it
shouid be emphasized that any theoretica! transmission would most likely involve exposure
of open skin iesions or mueous membranes to blood and possibly other body tuids of an in-
fecled person. ‘

Risks to the Child with HTLV-HII/LAV Infection HTLV-HIIFLAY infection may resull in im-
monodeliciency. Such children may have a greater risk of encountering infecious agents in a
school or day-care setting than at home. Foster homes with multiple children may also in-
crease the risk. In additiun, younger chiidren and neurclogically handicapped. children ‘who
may display behaviors such as mouthing of toys would be expected 10 be at greater risk for
acquiring infections, immunodepressed children are also at greater risk of suffenng severe
complications from such infections as chickenpox, cylomegalovirus, luberculesis, herpes sim-
plex, and measles. Assessment of the risk 1o the wmmunodepressed child is best made by the
child’s physician who is aware of the child's immune status. The risk of acquinng some infec-
tens, such as chickenpuox,'may be redured by praompt use ot spec:fic immune globubn foliow-
ing a known exposure. |
RECOMMENDATIONS

. Decisions regarding the type of educational and care setting for HTLV-I/ LAV -infected
chifdren should be based on the behavior, newrologic developraent, and physical con-
dition of the child and the expected type of interaction with others in that setting
These decisions are bes! made using the team appreach including the child’'s physi-
cian, public heaith personnel, the child's parent or guardian, and personnet associated
with the proposed care or educational setiing. In each case. risks and beneiins 1o both
theantected child and to others in the setting should be weighed.

2 For mostinfected school-aged children, the benelits of an unresincied sethng would
oulweigh the risks of their acquining potentially harmiul infections in the serhng g
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the apparent nonexisient risk of transmission of HTLV-HVLAV. These children shouid
be aliowed to attend school and after-school day-care and 10 be placed in a loster
home in an unrestricted setting, )

For the infected preschool-aged child and for some neurnlogically handicapped chil-
dren who lack control of their body secretions or who display behavior, such as biting,
and those children who have uncoverable, oozing lesions, 2 more restricted environ.
ment is advisable until more is known about transrnission in these setlings. Chiidren in-
fected with HTLV-II/L AV should be cared for and educated in setlings that minimize
exposure of other children to blood or body fluids.

Care involving exposure to the infected child’s body thuids and excrement, such as
feeding and diaper changing, should be performed by persons who are aware of the
child’s HTLV-HI/LAY infection and the modes of possible transmission, In any setling
involving an HTLV-I/LAV-infected person. good handwashing afler exposure 1o
blood and body fluids and before caring for another child should be observed, and
gloves shouid be worn if open lesions are present on the caretaker’'s hands Any open
lesions on the infected person should atso be coverad

Because other infections in addition to HTLV-HI LAV can be present in blood or body
fiuigs. all schools and day-care facilities. regardiess of whether chiidren with HTLV-1IL
LAV infection are attending, should adopt routine procedures for handiing blood or
hody fHuids, Soiled surfaces should be prompily cleaned with disinfectants, such as
household bleach (diluted 1 part bleach to 10 parts water). Disposable towels or
tissues should be used whenever possible. and mops should be rinsed in the disinfect-
ant. Those who are cleaning should avoid exposure of open skin lesions or mucous
mempbranes 10 the biood or body fluids.

The hygienic practices of children with HTLV-1H/LAV infection may inprove as the
child matures. Aliernatively, the hygienic practices may deteriosate it the child's con-
dition worsens. Evaluation 10 assess the need for a restricted environment should be
performed reguiarly.

Physicians caring for children born to mothers with AIDS or at increased risk of ac-
quiring HTLV-BI/LAY infection should consider testing the children for evidence of
HTLV-I/LAY infection for medical reasons. For example, vaccination of infected
chitdren with live virus vaccines, such as the measles-mumps-rubella vaccine IMMRAL,
may be hazardous. These children also need o be followed closely for problems with
growth and development and given prompt and aggressive therapy for infections and
exposure 10 nolentialiy lethal infections, such as varicella. in the gvent that an antiviral
agent or other therapy for HTLV-IIVLAV infection becomes available, these children
shoult be considered for such therapy. Knowledge that a child is infected will allow
parents and other caretakers o take precautions when exposed to the blood and
body fluids of the chitd,

. Adopuen and foster-care agencies shouid consider adding HTLV-II'LAY screemng 1o

their routine medical evaluations of children at increased risk of infection before place-
ment in the foster or adoptive home. since these parents must make decisions regard-
ing the medica! care of the chiid and must consider the nossible social and psycholog-
ical effects on their famihes,

Mandatory screening as a condition for schoot entry is nat warranted based on availa-
bie daia. ) '
Persons involved in the rare and education of HTL/ LAV infected chiidren shouid
respect the child's right 1o privacy. including maintaining configential records. The
number of personnel who are aware of the child's condition should be kept at a mini-
mum needed to assure proper care of the chiid and 1o detect situations ?where the
potential for transmission may increase (e g. bleeding injuryl

All educational and public health depariments, regardiess of whether HTLV.uI
LAV-infected chiidren are involved, are strongly encouraged 10 inform parents, chil-
dren, and educators regarding HTLV-HI'LAV ang its transmission Such education
would greatly assist efforts to provide the best care and education for infected children
while minimizing the risk of transmission 1o Gihers
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